We report what we believe to be the second case of a prostatic abscess due to community-acquired methicillin-resistant Staphylococcus aureus (MRSA). A previously healthy diabetic man presented with dysuria, fatigue, weight loss, a tender prostate, and leukocytosis. Computerized tomography of the abdomen and pelvis demonstrated a large prostatic abscess at the base of the bladder. Blood, urine, and pus obtained by percutaneous aspiration grew MRSA. Percutaneous drainage and prolonged therapy with intravenous vancomycin resulted in cure. Prostatic abscess is most often caused by Gramnegative organisms. Community-acquired MRSA, which usually causes skin and soft tissue infections, may also cause prostatic abscess. The mainstay of treatment of prostatic abscess is drainage, which can be accomplished either percutaneously or transurethrally. 
S
taphylococcus aureus is a robust bacterial colonizer of human skin and mucous membranes. S aureus is responsible for a wide variety of human infections, including those of skin and soft tissues, respiratory tract, central nervous system, endovascular compartment, musculoskeletal system, and genitourinary system. 1 S aureus is the leading cause of bacteremia, postoperative wound infections, and infections associated with implantable devices. 1, 2 Shortly after the introduction of methicillin in 1960, some S aureus strains developed resistance to methicillin and other ␤-lactamase-resistant antibiotics. 3 Methicillin-resistant S aureus (MRSA) was originally identified as a nosocomial pathogen that emerged in high-antibiotic use environments such as the intensive care units of hospitals. 3 MRSA now comprises over 40% of all S aureus isolates nationally. 4 Traditional risk factors associated with MRSA infections include recent hospitalization or surgery, residence in a long-term care facility, chronic dialysis, or the presence of a chronic indwelling percutaneous medical device or catheter. 1, 5 Since about 1996, physicians have recognized increasing numbers of MRSA infections in healthy community-dwellers without traditional risk factors for MRSA. 2,6 -10 Clusters of cases have occurred in prisons, sports teams, child care centers, and families. 6, 7 These community-acquired MRSA species can cause aggressive skin and soft tissue infections that are often initially mistaken for spider bites. 8 Many of these community-acquired MRSA strains are characterized by genes that code for proteins that can be especially destructive of soft tissues. 11 In recent epidemiologic studies, community-acquired MRSA accounted for 8% to 20% of all S aureus infections. 10 Community-acquired MRSA infections most commonly involve the skin and soft tissue; in recent reports, urinary tract infections with community-acquired MRSA comprised only 1% to 4% of community-acquired MRSA infections. 10 Prostatic abscess is an uncommon genitourinary tract infection in men. In the preantibiotic era prostatic abscesses were most commonly caused by spread of Neisseria gonorrhea from the urethra. 12 In the antibiotic era, prostatic abscesses are most commonly caused by Escherichia coli and other enteric gram negative pathogens, presumably by spread from the perineum and urethra. 12 Prostatic abscess due to S aureus is rare and usually associated with contiguous skin or soft tissue infection, genitourinary instrumentation or bacteremia. 13, 14 We report a case of community-acquired MRSA prostatic abscess in a newly diagnosed diabetic. We believe this to be only the second case of a community-acquired MRSA prostatic abscess.
Case Report
A 64-year-old retired truck driver presented with 4 months of fatigue, anorexia, dysuria, and weight loss. He had no ongoing medical problems, had never been hospitalized, and took no On examination, his vital signs, including oral temperature, were normal. Physical examination was remarkable only for a slightly boggy and slightly tender prostate. Laboratory studies on admission were remarkable for sodium 123 mEq/L, potassium 4.1 mEq/L, glucose 482 mg/dL, leukocyte count 27,000/cu mm, with 75% segmented neutrophils and 25% band forms. Dipstick of urine was positive for glucose, leukocyte esterase, and nitrite. Microscopic examination of urine revealed numerous leukocytes per high-power field.
The patient was admitted to the hospital and treated with insulin, gatifloxacin, and intravenous fluids. He had fever of 101°F. Cultures of blood and urine grew MRSA. Gatifloxacin was discontinued and vancomycin was given. Two-dimensional echocardiogram was normal, without any valvular vegetations. Computerized tomography of the abdomen and pelvis demonstrated a prostatic mass at the base of the bladder measuring 10 ϫ 6 cm, consistent with a large prostatic abscess. Percutaneous aspiration revealed purulent fluid, which grew MRSA. The patient received 4 weeks of intravenous vancomycin and recovered. Repeat blood and urine cultures at the completion of his antibiotic course were sterile. One year later, the patient was well and had no evidence of infection.
Discussion
Our patient had bacteremia and a prostatic abscess with MRSA. He had none of the traditional risk factors for MRSA and would be classified by standard criteria as having community-acquired MRSA. We believe that our patient's prostatic abscess probably arose from a community-acquired MRSA urethral or bladder infection. We presume that his bacteremia was a result of his prostatic abscess because he did not use intravenous drugs, did not have instrumentation or intravenous devices, and did not have any clinical or echocardiography evidence of bacterial endocarditis. The only other previously reported patient with community-acquired MRSA prostatic abscess occurred in an intravenous drug user, suggesting a hematogenous source for that patient's prostatic abscess. 15 Fraser and colleagues 16 reported a patient with an MRSA prostatic abscess, but this patient had been recently hospitalized and had surgery, which would make his MRSA prostatic abscess hospital-associated rather than community acquired. Likewise, Shindel and colleagues 17 reported a young man with an MRSA prostatic abscess that arose after retrograde urethrogram and suprapubic cystotomy; these preceding genitourinary tract manipulations would exclude a community-acquired MRSA.
Our patient had newly diagnosed diabetes mellitus, which is a risk factor for prostatic abscess. Our patient was cured with percutaneous drainage and a 4-week course of intravenous vancomycin. Prolonged antibiotic therapy is often required for S aureus bacteremia with or without endocarditis. We believe that the patient's large prostatic abscess was not palpated on digital rectal examination because of its anterior location. In 1 series, 18 25% of patients with prostatic abscess had a normal digital rectal examination; in this series, only 29% of patients had palpable fluctuance.
Experts believe that community-acquired MRSA infections are becoming increasingly frequent and represent an "emerging infectious disease." 2 If so, physicians may see additional cases of prostatic abscess due to community-acquired MRSA. S aureus is a rare cause of prostatic abscess, which is usually caused by gram negative organisms. The primary treatment of prostatic abscess should always be drainage. This can be accomplished percutaneously or transurethrally. Cultures and Gram stain of the drainage will thus direct proper antibiotic choice.
Conclusion
We report what we believe to be the second case of a prostatic abscess due to community-acquired MRSA. Community-acquired MRSA, which usually causes skin and soft tissue infections, may also cause prostatic abscess. The mainstay of treatment of prostatic abscess is drainage, which can be accomplished either percutaneously or transurethrally. Gram stain and culture of the drainage will direct proper antibiotic selection.
